Aim-To describe the clinical, histological and immunohistochemical features in four cases of an uncommon benign lymph node lesion which may mimiic a neoplastic process.
Results
All four cases showed partial node involvement by an apparent inflammatory process which radiated along connective tissue septa (fig 1) . In three cases the process appeared to start in the hilum while in case 2 the affected area was mainly restricted to one pole of the node but extended into extranodal adipose tissue. The abnormal area consisted of spindle cell proliferation with a polymorphous inflammatory cell infiltrate (fig 2) . The Increased vascularity, predominantly in the form of small vessels, was a feature of all cases. Three of the cases (cases 2 to 4) showed concentric perivascular fibrosis ( fig  3A) . Case 4 also had areas in which small vessels were rendered prominent by perivascular hyaline material, which appeared to cause luminal obstruction by extrinsic compression in places ( fig 3B) ; this material was not amyloid, being negative on Congo red staining. In case 2 there was a very small focus of necrosis associated with fibrin thrombi in several small intranodal vessels ( fig 3C) and a transmural infiltrate of lymphocytes in a single adjacent pericapsular vessel ( fig 3D) . No acid fast bacilli were observed. Staining for light chains showed that the plasma cells were polytypic. Most of the small lymphocytes were of T lineage (CD3 positive, CD20 negative). MAC 387 and KP1 (CD68) staining revealed a population of morphologically normal macrophages and also highlighted some of the spindle cells.
The spindle cells stained strongly for vimentin and alpha smooth muscle actin. Weak and focal staining was found with HHF-35 in case 2; no desmin was identified. Staining for CD30 (Ber H2) and CD 15 (Leu Ml) was absent. Antibodies to S100 protein highlighted a sprinkling of cells at the periphery of the lesions which were thought to represent interdigitating reticulum cells. Staining for CD34 (Q-bend 10) highlighted the blood vessels but did not stain the spindle cells.
Discussion
Inflammatory pseudotumours of lymph nodes have been reported in both sexes in an age range of nine to 82 years. Any of the major lymph node groups may be involved. A single node is usually involved but multiple nodes may be affected simultaneously either within a single nodal group or at different sites. Case 3 in this study presented with involvement of both inguinal and cervical lymph nodes. Symptoms ranged from adenopathy alone to tender adenopathy with fever.4 A recent abstract recorded cases occurring in splenic, tonsillar, and intestinal lymphoid tissue. 6 The sine qua non for diagnosis seems to be the presence of spindle cell proliferation expanding the connective tissue framework of the node, often radiating from the hilum. The nodal sinuses may be focally obliterated by the proliferating cells with an associated infiltrate composed of plasma cells and small lymphocytes with variable numbers of macrophages, neutrophils, and eosinophils. Fibrosis is variable and a vague storiform shows other germinal centre changes, including vascularisation, deposition of proteinaceous material, and polykaryon formation, which are not seen in inflammatory pseudotumour.8 A case of nodal angiolymphoid hyperplasia with eosinophilia9 showed similar features but the fibrous tissue septa were present in a haphazard arrangement rather than following the nodal connective tissue; the vessels showed the prominent endothelial cell changes typical of this condition. A recently described condition, mycobacterial spindle cell lymph node pseudotumour,10 also has some similarities although greater nodal involvement is seen and the node is partly destroyed. The lesion is caused by atypical mycobacteria and is observed in immunosuppressed patients; Ziehl-Neelsen staining reveals numerous acid fast organisms. Kaposi's sarcoma may also enter the differential diagnosis but the absence of slit-like spaces and extravasated erythrocytes makes this diagnosis unlikely; mixed polymorphic inflammatory cells are not a feature of Kaposi's sarcoma. Furthermore, the spindle cells of Kaposi's sarcoma stain positively for CD34"1 whereas those of inflammatory pseudotumour are negative.
Inflammatory pseudotumour is an uncommon cause of lymphadenopathy of uncertain aetiology. In the literature some authors suggest that this condition is reactive in nature and may be akin to granulation tissue,4 although the possibility of a benign neoplasm has not been entirely excluded.3 It has several distinctive features and deserves to be more widely recognised to avoid potentially dangerous misdiagnoses.
